Di8cussion.-Dr. HERBERT SPENCER congratulated the authors on their careful description of the labour. The transverse measurements of the outlet should always be examined during pregnancy: considerable diminution of the measurement sometimes gave rise to difficulty. He had never delivered a living child which weighed more than 121 lb.: and in a pelvis contracted as in the case described, he thought that, apart fronm visceral injuries and pressure on the cord, the compression on the child's heart was sufficient to account for its death.
By G. F. GIBBERD, M.S., F.R.C.S.
ABSTRACT.-The frequency with which albuminuria of pregnancy recurs with subsequent pregnancies is very much greater than is usually stated. In a series of twenty-eight cases it recurred in 68 per cent.
Its significance lies in that it points to permanent renal damage. A patient with recurrent albuiminuria of pregnancy usually manifests signs and symptoms of " pregnancy kidney " rather than of chronic nephritis. This is accounted for by breaking away from the practice of trying to fit into distinct pathological groups, cases which are really varying mixtures of two pathologies. Recurrent albuminuria of pregnancy is really a transitory pregnancy kidney occurring in a patient who is suffering from a permanent chronic nephritis.
Evidence is brought forward to show that chronic nephritis may arise de novo as a sequel to pregnancy kidney. The frequency with which this permanent damage can be demonstrated in previously healthy women depends largely upon the delicacy of the tests for estimating renal function. The most delicate test is a subsequent pregnancy; and where this is available, we find permanent renal damage in about 57 per cent. If such advanced changes as persistent albuminuria, cardiac hypertrophy, etc., are taken as evidence of chronic nephritis, we find it in only 14 per cent. When pregnancy occurs in a patient already suffering from obvious chronic renal disease, the superimposed pregnancy kidney (which always occurs to a greater or less extent) causes an increase in the permanent renal damage. These cases are uncommon, but always serious, and, on account of the danger to which the mother is exposed, pregnancy should invariably be terminated as soon as possible.
It is never possible to say that there is no danger to the mother when albuininuria occurs during pregnancy; and the term " functional albuminuria of pregnancy " should be abolished, being misleading to the clinician, and meaningless to the pathologist.
PROCEEDINGS OF THE ROYAL SOCIETY OF MIEDICINE 40 Gibberd: Results of Albuminuria occurring during Pregnancy
The remaining cases of albuminuria during pregnancy are due to pregnancy kidney. It is shown that they run two main risks. The risk of eclampsia (except in fulminating cases) can be avoided by proper treatment and timely termination of pregnancy. The risk ofchronic nlephritis occurring as a direct result of pregnancv is, however, not sufficiently recognized, and in consequence, steps are not usually taken to avoid what is actually quite a common sequel. If a patient with albuminuria is treated carefully over a long period, and induction of labour is performed only just soon enough to avoid eclampsia, there is a tendency to regard such treatment as ain obstetric triumph made possible by the great clinical acumen of the obstetrician. Actually it is often a grave obstetric blunder, in that, as a result of the prolonged albuminuria, an incurable chronic nephritis may develop. Once this danger has been recognized we may turn our attention to the possibility of avoiding it-and some indication is given as to how cases in which permanent renal damage is likely to arise, may be recognized, so that labour may be induced as a prophylactic (rather than a therapeutic) measure against chronic nephritis. It is also shown that it is unwise to jeopardize the mother for the`sake of what may in these cases quite likely be a macerated fcetus. SINCE the introduction of a Post-natal Clinic in connexion with the Maternity Department at Guy's Hospital, it has gradually become evident that the end-results of albuminuria occurring during pregnancy leave much to be desired. So long as patients are not followed up after their discharge from hospital, it is easy to get the impression that most of them have suffered no very serious harm as the result of their pregnancy. Indeed, most medical students are taught that if, by reason of careful treatment, a patient with albuminuria can be delivered of a living infant, and at the same time avoid eclampsia, she can be regarded as " satisfactory."
If these patients are examined at intervals after their pregnancy, it is found that many cases styled "satisfactory " are in reality suffering from chronic nephritis, and when we consider the gravity of this condition, and the frequency of its occurrence, the need for revision of the generally accepted views is obvious. Not until we realize how bad are the remote results can we hope to improve them by modifications in treatment.
With a view to finding out some definite facts, seventy-eight consecutive patients with albuminuria have been considered, and, wherever possible, an examination of the patient has been undertaken some considerable time after delivery. It is extremely difficult to follow up even a proportion of cases, since many patients cannot be traced, and others will not come up for examination when requested. Because of these difficulties, only forty-three patients were examined at intervals later than six months after delivery, and, but for the ante-natal and post-natal clinics, it is certain that the number would have been considerably less. I would like to acknowledge my indebtedness to Miss Martin and Miss Collins for the assistance that they have given in this investigation; without their help in arranging clinics, in seeking out patients, and in keeping the clinical notes, it would have been impossible to collect sufficient material to be of any value.
The theories as to the causation of " albuminuria of pregnancy " and of eclampsia have been very fully considered by Frank Cook [1] . In this paper I shall avoid, as far as possible, any discussion as to the pathology and aetiology of these diseases;
and to obviate the impression that one or other of the theories must be accepted, for the present conclusions to be valid, the non-committal term " pregnancy kidney " will be used to include all those cases of albuminuria occurring during pregnancy, which do not belong to the well recognized class of pre-existing " chronic nephritis."
Whether "pregnancy kidney" is the result of toxmemia, or pressure, or some other factor, is immaterial in this discussion ; and even if, under this heading, several different diseases are really included, it makes no difference to the point at issue, i.e., the relationship between "pregnancy kidney" and "chronic nephritis." The term " chronic nephritis " has been used in the sense of permanent renal damage from any cause. In discussing small amounts of permanent renal damage some line must be drawn between an amount that is pathological and an amount that is so slight as to be entirely negligible. It has been assumed that, in order to be considered normal, a kidney should be able to carry a patient through a normal pregnancy without showing any signs of breakdown.
THE FREQUENCY WITH WHICH ALBUMINURIA RECURS WITH SUCCESSIVE PREGNANCIES. Excluding the albuminuria which commonly occurs during labour, the incidence of albuminuria in pregnant women is probably between two per cent. and five per cent. The incidence of recurrent albuminuria with subsequent pregnancies is variously stated by different authors. Many authorities, e.g., Holland, Whitridge Williams and DeLee [21, consider recurrence uncommon. Slemons [3] in a small series found that one in six patients who had albuminuria with one pregnancy, had a recurrence with a subsequent pregnancy. James Young [41 has recently stated that thirty per cent. recur. Gibson 5] has published a series of cases in which five patients became pregnant again, after one attack of " pre-eclamptic toxtemia"; all developed albuminuria with their subsequent pregnancies. Wolff and Zade (quoted by Gibson) found that out of eight patients who had had eclampsia, four had albuminuria with their next pregnancy. The present series of cases shows a remarkably high incidence of recurrence, i.e., 68 per cent.
These cases occurred in the routine practice of the Guy's Hospital Maternity District and do not include any cases from places outside the " district." It cannot therefore be said that the figure is unduly high on account of the more serious cases having been sent to hospital, and consequently these cases should be representative of an average practice-at least among this particular social class.
I have been unable to find many definite statements as to the recurrence rate, but there can be no doubt, from an investigation of the literature, that it is generallv thought to be very much lower than 68 per cent.; and if this very high figure is representative cf an average practice, it at once alters the generally accepted views ;as to the remote prognosis in albuminuria of pregnancy. It has been said that " pregnancy kidney" and eclampsia tend to confer a certain amount of immunity upon the patient, but this stateLment is doubted by many authorities, and in this ;series it is obviously not the case.
THE SIGNIFICANCE OF RECURRENT ALBUMINURIA OF PREGNANCY. If a woman runs a five per cent. risk of pregnancy kidney on one occasion, her .chance of suffering on two occasions should be very much less than five per cent., unless the first attack has predisposed her to a second, or unless she was predisposed -to the disease from the start. So far from conferring an immunity there can be no doubt that oneattack of pregnancy kidney is associated with a very strong predisposition to another attack ; and this predisposition is best accounted for by -assuming that the patient with recurrent albuminuria is really suffering from chronic ,nephritis. Two difficulties which arise, if we accept this view, must, however, be considered. In the first place many of the patients are free from signs and symptoms of renal disease in the intervals between successive pregnancies, and in order to explain this, it is usually assumed that the patient has permanent kidney damage jinsufficient to give rise to signs, except under the strain of pregnancy. There is no ;serious objection to this hypothesis, but its weakness lies in the difficulty of demonstrating minimal amounts of kidney damage. The second difficulty in accepting the view that these are really cases of chronic nephritis is bound up with what seem to be firmly rooted ideas as to the difference between' pregnancy kidney and chronic nephritis.
If piregnancy occurs in a patient with well-marked chronic nephritis, there is as a rule no difficulty in distinguishing the disease from a pregnancy kidney in a previously healthy patient. The differences in the blood chemistry, in the cardiovascular system, and in the history, are so striking in well-marked cases as to leave no doubt as to the diagnosis in each type. But in cases of recurrent albuminuria it is the exception to find any marked nitrogen retention in the blood, any strong evidence of permanent cardiovascular change, or any very early onset of the albuminuria. In other words, these patients in their second attack of albuminuria appear clinically as typical cases of pregnancy kidney; yet the mere fact that we know they have had albuminuria with a previous pregnancy, leads us to suppose that they must have permanent renal damage; and for this reason alone the cases should be classed under chronic nephritis.
The difficulty in giving a diagnosis to these cases is really based on the assumption that there is a sharp line of distinction between pregnancy kidney on the one hand and chronic nephritis on the other; but all the clinical evidence goes to show that such a sharp distinction does not exist; and it seems futile to attempt to place all albuminurias associated with pregnancy into one of two groups, when actually there is every grade between the two.
Chronic nephritis is a disease having signs and symptoms which are in many cases characteristic, and which are largely attributable to renal insufficiency. A patient suffering from this disease manifests the phenomenon of " nephritic toxcemia" quite apart from pregnancy.
Pregnancy kidney is a disease peculiar to pregnant women, in which renal insufficiency forms only a part of the clinical picture, but as far as this part is concerned it is identical with renal insufficiency brought about by any other pathological process. Inasmuch as it is an acute or subacute disease, it is not associated with secondary changes (e.g., in the cardiovascular system) that are found in chronic nephritis ; furthermore, in spite of considerable temporary functional derangement of the kidney, pregnancy kidney (probably on account of its shorter duration) appears to leave less permanent damage than is the case with other causes of nephritis. The usual extent of this permanent damage will be discussed later.
The difficulty is thus to fit a clinical series, exhibiting every shade of distinction between chronic nephritis and pregnancy kidney, into these two hard and fast pathological groups, and the only way in which this can be done is to adopt a double pathology for many cases, reserving the single pathology for the cases in which there is no doubt as to the diagnosis.
These cases of recurrent albuminuria may, therefore, be regarded as due to chronic nephritis of a very low grade upon which a pregnancy kidney has been superimposed at a subsequent pregnancy, rather than cases of pure chronic nephritis. This distinction is not merely a quibble in terminology, since it explains why these patients are really running all the risks of a pregnancy kidney (including the risk of eclampsia) in addition to the risk they are always running, i.e., that of diseased kidneys; and, furthermore, it explains why attempts to find criteria for distinguishing between these two classes are so unsuccessful-since many cases belong to both classes at one and the same time. It is probable that pregnancy is always accompanied by pregnancy kidney to some extent. In a healthy woman this is subliminal, i.e., it gives rise to no signs or symptoms: but in a patient with even a subliminal amount of permanent renal damage the super-added pregnancy kidney is enough to cause symptoms. It causes symptoms, not necessarily of chronic nephritis, but often of pregnancy kidney.
PREGNANCY AS A TEST OF RENAL FUNCTIONS. We may look upon pregnancy as one of the most delicate tests of renal function that we possess, since an amount of structural damage, insufficient to give rise to any signs or symptoms, may yet make itself felt during pregnancy. This, of course, does not mean that no one with initially healthy kidneys ever gets pregnancy kidney, but it does mean that anyone who suffers from recurrent albuminuria with successive pregnancies has some permanent predisposition to the disease; and all the evidence is in favour of this predisposition being a chronic renal lesion. THE AETIOLOGY OF CHRONIC NEPHRITIS DISCOVERED AFTER AN ATTACK OF PREGNANCy KIDNEY.
If these cases are examined carefully, some light is thrown on the possible atiology of the chronic renal lesion. There are three possibilities. The first is that these patients were really suffering from chronic nephritis before their first attack of pregnancy kidney. This is the view often adopted. Slemons [5] in his series came to this conclusion, but, in the absence of any positive evidence, there is no real reason to assume that because a patient has chronic nephritis after a pregnancy she must therefore have had it before. The second possibility is that these cases of recurrent albuminuria are due to the effect of pregnancy on a patient who is inherently predisposed to renal disease xvithout actually having structural kidney damage. In this connexion James Young [4] has shown that a patient may have a sequence of pregnancies, each of which is complicated by such abnormalities as albuminuria, eclampsia, death of the fcetus in uttero, or accidental hemorrhage, and yet be apparently healthy in the intervals between successive pregnancies. Such a state can be explained by assuming that an "unknown factor " is constantly present in the patient which manifests itself only during pregnancy and not in the intervals.
If we believe that the patient who gets albuminuria is inherently predisposed to it, it is difficult to see why a patient may have several normal pregnancies, followed by one in which albuminuria occurs. In other words, we should expect albuminuria to be rare in multiparm who have had previously normal pregnancies.
In a series of seventy-eight patients in whom albuminuria was observed for the first time, twenty-one gave a history of previous albuminuria, stillbirth or miscarriage. When these are subtracted, there are left fifty-seven cases in which albuminuria occurred presumably for the first time. This number is made up of twenty-three (40 per cent.) multiparse and thirty-four (60 per cent.) primiparae. In this series, then, the first attack of albuminuria is not uncommon in multiparae, and this suggests that in some cases at least there is no inherent predisposition to the disease; the predisposition is acquired after an apparently normal pregnancy. The most likely cause of an acquired predisposition to albuminuria is permanent renal damage.
Amongst the nineteen cases in which albuminuria recurred with a second pregnancy, there are four in which still further pregnancies are recorded. In every such pregnancy the albuminuria recurred again (in three cases three times, and in one case four times), and there is no instance in this series of a normal pregnancy following two attacks of albuminuria. The conclusions drawn from this are that if a patient is so affected by a first attack of pregnancy kidney that her kidney function manifestly breaks down at the next pregnancy, it will almost certainly fail to maintain its normal function at any subsequent pregnancy, i.e. the predisposition to albuminuria is absolute, and the simplest explanation of this is that the kidney is permanently damaged as the result of the pregnancy, without there having been necessarily any inherent liability to kidney disease. This, the third possibility, is not generally accepted on account of the belief that permanent renal damage is uncommon in these cases, indeed, one of the characteristics of the renal disfunction in pregnancy kidney is said to be that it is nearly always temporary. That it is temporary in some cases is certain from clinical observations, but there is no reason to assume that this is always the case; it is quite feasible to regard the renal condition as one which may or may not clear up. If it clears up entirely there is, of course, no difficulty in classifying the lesion as pregnancy kidney; if it does not clear up it is clinically indistinguishable from chronic nephritis, due to other causes, but to argue that the chronic lesion must have preceded the acute one is quite unnecessary. A much simpler explanation is that the chronic nephritis was due solely to the damage caused by the pregnancy kidney. To take the parallel example of acute nephritis-it is recognized that acute nephritis may or not clear up completely, but in the latter event we do not. assume that a chronic renal lesion must have preceded the acute one; neither is there any reason to assume that a chronic renal lesion discovered after a pregnancy must have been present before. In this connexion it must be mentioned that many observers recognize the possibility of a pregnancy kidney leading to chronic nephritis, but it is not usually regarded as of great importance. De Wesselow [6], from chemical examinations of the blood, concluded that permanent renal damage may sometimes follow pregnancy kidney. Caldwell and Lyle [7] found evidence of permanent kidney damage in two out of twenty-four eclamptics examined over a year after delivery; their conclusions were based on clinical and chemical examinations. Wolff and Zade F8] recognize that "pregnancy toxwmias " may not infrequently cause chronic nephritis. Gibson [5] examined fourteen eclamptics several years after delivery, and found definite evidence of chronic nephritis in five cases, and doubtful evidence in two cases. Out of twelve patients who had suffered from ' pre-eclamptic toxtemia" two were found to have chronic nephritis when examined some timeafter delivery. In all these cases, Gibson points out, there was absolutely nothing in the history to suggest any antecedent kidney disease. Koblanck (quoted by Gibson) found 6 5 per cent. of patients had chronic nephritis as a result of pregnancy toxoemia." AN ANALYSIS OF TWENTY-EIGHT CASES IN WHICH A SECOND PREGNANCY OCCURRED AFTER A PREGNANCy ASSOCIATED WITH ALBUMINURIA. In the series under consideration there are twenty-eight cases of albuminuria with pregnancy, in which a subsequent pregnancy occurred. Amongst these the albuminuria recurred in nineteen cases, and did not recur in nine cases. An attempt has been made to estimate the state of the kidney before the first pregnancy with albuminuria, and this has been done mainly on history-but in some cases notes of clinical observations on the patient had been made at various times before the onset of the albuminuria, and these have been made use of wherever possible. It was found that in only one out of the twenty-eight cases was it possible to say for certain that there had been any renal disease ante-dating the pregnancy in which albuminuria occurred. In six other cases the history and clinical findings suggested that a chronic renal lesion preceded the pregnancy, but the evidence was not considered definite enough to class them as chronic nephritis. In none of these cases was there anything to suggest a renal lesion before marriage, so that even if they were really cases of chronic nephritis, it is still possible that, in some instances, the kidney damage occurred as the result of a previous pregnancy before the patient came under observation. In all the remaining twenty-one cases it is known definitely that albumin was absent from the urine when the patient was first examined (usually between the fifth and seventh months of the pregnancy). A history of scarlet fever was obtained in only two cases, and of recurrent sore throats in only eight cases. In no case was there a history of edema of the feet or face, or of severe headaches before pregnancy. Each case was assessed separately on a consideration of these and other signs and symptoms, but the above figures are given to indicate the type of data from which conclusions have been drawn. It is, of course, impossible to say definitely that a patient did not have a permanent renal lesion before the pregnancy, but a verv good idea of the probable state of the kidneys before the pregnancy can be obtained from the foregoing considerations.
We can thus consider three groups (1) In which pregnancy occurred merely as an incident in the course of a definite chonic nephritis. One case. Albuminuria recurred at subsequent pregnancy.
(2) It which it is possible (and perhaps probable) that a chronic renal lesion existed before the first pregnancy with albuminuria. Six cases. Albuminuria recurred at subsequent pregnancy in six cases.
(3) In which there was no evidence of pre-existing renal disease, and in many cases positive evidence of its absence. Twenty-one cases. Albuminuria recurred at subsequent pregnancy in twelve cases.
In the first group it is obvious that pregnancy cannot be blamed for the renal condition. In the second group it is impossible to say how far the first pregnancy with albuminuria was responsible for the kidney function breaking down at the next pregnancy, since the initial state of the kidney could not be estimated with any certainty. For this reason (and because the numbers are so small) no conclusions will be drawn from these figures. In the last group, however, we have every reason to believe that the patients were normal healthy women before the pregnancy in which albuminuria was first observed; i.e., out of twenty-one initially healthy women who had albuminuria of pregnancy, twelve (57 per cent.) had a recurrence with a subsequent pregnancy. An apology is perhaps needed for translating "twelve" into a percentage, but this is done merely for convenience; it would have been possible to increase the number of cases under consideration by including patients admitted to hospital from outside the "District," but had this been done, the figures would have lost some of their value, since, as they stand, they are based upon entirely unselected cases.
THE INCIDENCE OF CHRONIC NEPHRITIS AS A RESULT OF PREGNANCY KIDNEY IN PREVIOUSLY HEALTHY WOMEN.
The reasons for regarding a recurrent albuminuria of pregnancy as evidence of chronic nephritis have already been set forth, and the conclusion that is drawn from these figures, therefore, is that 57 per cent. of previously healthy women developed a certain amount of permanent renal damage as a result of their first attack of pregnancy kidney. This is a very high incidence, probably because the diagnosis of chronic nephritis is based on a very delicate test, i.e., the response of the kidney to pregnancy and, of course, the validity oI this test may be questioned. For this reason a second series has been investigated, in which the state of the kidney after delivery has been estimated on the results of clinical examination of the patient. Forty-three patients were examined at periods varying from six months to five years after delivery. (In one other case the patient died twelve days after delivery.) In all cases symptoms suggestive of a pre-existing nephritis have been considered, and wherever possible clinical observations that were recorded before the pregnancy have been made use of; so that the patients could be classed as " chrontic nephritis," " ? chronic nephritis," or not chronic nephritis." This refers to the state of the kidney before the onset of the pregnancy in which the albuminuria occurred. All these cages had albuminuria during pregnancy. At the examination after the pregnancy the patients were re-grouped, the diagnosis being based this time on examination of the urine, the cardiovascular system, the fundus oculi, etc., in addition to consideration of the previous history.
These three groups are as follows:-I. " Chronic Nephritis."-Cases in which the history of a chronic renal lesion ante-dating the pregnancy was considered conclusive, two cases.
II. " ? Chronic Nephritis."-Cases in which the history was suggestive, but not conclusive, of a chronic renal lesion ante-dating the pregnancy, five cases. Findinys after Delivery.-" Not chronic nephritis," one case. ' ? chronic nephritis," one case. *' Chronic nephritis," three cases.
III. " Not Chronic Nephritis."-Cases in which there was no history suggesting that a chronic renal lesion ante-dated the pregnancy, thirty-seven cases.
Findings after Delivery.--" Not chronic nephritis," twenty-five cases. "? chronic nephritis," seven cases. "Chronic nephritis," five cases.
A striking feature of this series is that there are only two cases which were considered undoubted chronic nephritis before the advent of the pregnancy under consideration; this is probably because pregnancy is a rare event in patients with well-marked renal disease, and should it occur, abortion usually takes place early on. Most of the patients did not come under observation until the sixth or seventh month of their pregnancy, and this explains why there is such a small proportion of this type of case. In one of these patients pregnancy was terminated as soon as possible, but she died from cerebral hammorrhage twelve davs after delivery. In the other case the patient was examined two years after the labour, and found to have a very hypertrophied heart, a systolic blood-pressure of 220 mm., and albuminuria. These cases illustrate the consequences of a pregnancy kidney superimposed upon a severe chronic nephritis.
Among the five cases in which the history was suggestive, but not conclusive, of a renal lesion ante-dating the pregnancy, it will be seen that only one case was free from all signs of chronic nephritis when examined after pregnancy; one showed signs which suggested the development of a chronic lesion; and in the remaining three there was no doubt, upon physical examination, as to the diagnosis of chronic nephritis. It is difficult to draw conclusions in this group, but the impression obtained is that the pregnancy had caused increased permanent damage in at least three of the cases.
In the last group of thirty-seven patients there was no reason to suppose that any renal deficiency existed before the first attack of albuminuria. In every case the urine was albumin free when the patient was first seen; a history of scarlet fever was obtained in only six, and of recurrent sore throats in only ten. In no case was there any history of cedema or severe headaches before pregnancy. The conclusions drawn from this group are that out of thirty-seven previously healthy women who suffered from pregnancy kidney, in five (14 per cent.) undoubted chronic nephritis developed as a result of their pregnancy, and in addition to this, in seven (19 per cent.) a doubtful renal lesion developed. In only 25 (67 per cent.) could it be said that the kidneys were certainly not permanently damaged.
The incidence of chronic nephritis, when the diagnosis of the kidney condition is based upon physical examination, is thus much less than when recurrence of albuminuria with a subsequent pregnancy is taken as evidence of chronic nephritis. But even if the latter term is confined to cases in which advanced changes have occurred, it is evident that the end-results of pregnancy kidney are very unsatisfactory from this point of view.
THE INCIDENCE OF ECLAMPSIA IN PATIENTS UNDER TREATMENT FOR
ALBUMINURIA.
Two instances of eclampsia are included in the whole series. One occurred in a patient three weeks after she bad refused to have the pregnancy terminated on account of albuminaria, which was not responding to medical treatment. The other occurred in a patient whose urine had been free from albumin, and who had been free from symptoms when examined four weeks previously; she was admitted after one eclamptic fit, when albuminuria was observed for the first time. If the case in which the patient refused induction is excluded, it is remarkable that in seventyeight cases, no case of eclampsia occurred in patients actually under treatment for albuminuria.
THE PREVENTION OF ECLAMPSIA IN CASES OF ALBUMINURIA OF PREGNANCY.
It has been shown that when albuminuria occurs in the course of pregnancy the patient runs two main risks; first the risk of eclampsia, and secondly a more remote risk of permanent renal damage.
With regard to the risk of eclampsia, it is remarkable that only two cases occurred in this series. This fortunate result is due to the fact that eclampsia is kept so much in mind, that steps are always taken to terminate pregnancy when the danger signals arise. These danger signals have been mainly confined to simple clinical symptoms, e.g., a persistently high blood-pressure, the occurrence of definite eye symptoms or headaches, and the onset of epigastric pain and vomiting, and the fact that, by their recognition, the development of eclampsia has been avoided, shows that they are easily recognized and reliable indications. Chemical investigations of the blood and urine have been disappointing, since, as a rule, the need for induction of labour has been quite obvious before any chemical tests (e.g., Fouchet's reaction, blood-urea, etc.) have pointed in this direction. Of the two cases in which eclampsia did occur, the first would probably have been avoided had the patient submitted to induction of labour when advised, three weeks earlier. The second was a fulminating case, and it is difficult to see how such cases can be avoided, unless the urine is to be examined from day to day in all pregnant women. The institution of routine ante-natal examination should practically eliminate all eclampsia except the fulminating cases.
THE POSSIBILITY OF TERMINATING PREGNANCY WITH A VIEW TO AVOIDING
PERMANENT RENAL DAMAGE.
It has been shown that the late results of albuminuria are far less satisfactory, and so long as pregnancy kidney is not -credited as the primary cause of chronic nephritis in some cases at least, we cannot hope to improve these results. Reasons have already been given for regarding pregnancy kidney as the main etiological factor in the causation of permanent renal damage in many cases, and, if this is admitted, we can consider the possibility of terminating pregnancy with the object *of avoiding not only eclampsia, but also chronic nephritis.
In order to discover-in which cases labour should have been induced earlier (with .A view to avoiding permanent renal damage) we can again resort either to chemical or clinical methods, or to both. The results of chemical analysis of the blood have been discouraging. At best it aims at demonstrating the presence or absence of permanent renal damage, and it is poor treatment that waits until permanent damage is demonstrable before steps are taken to deal with it. In pregnancy kidney we are dealing with a disease which may or may not lead to permanent renal damage, and it should be the object of any treatment adopted to avoid the catastrophera.ther than to treat it once it has occurred. For this reason, any chemical analysis which aims at demonstrating an underlying "nephritic" toxtemia, cannot possibly help us to decide in which cases a chronic lesion is likely to develop in a kidney which, at the time of examination, is not permanently damaged. Quite apart from this, the results of chemical investigations are equally disappointing when we try to use them to divide the albuminurias of pregnancy into "nephritic" and "pre-eclamptic" types. This is probably because many cases are really examples of the two diseases occurring at the same time, and if this is so, it is futile to attempt to classify them as the one or the other by chemical or any other methods. If biochemistry is going to tell us in which patient chronic nepbritis is likely to develop as a result of her pregnancy kidney, before the damage is actually established, it will not be upon the present lines of development. In the meanwhile, many patients do develop a chronic renal lesion as the result of pregnancy, and in the hope of diminishing the incidence of this serious disease we must turn to clinical methods for help in diagnosis.
THE VALUE OF CLINICAL OBSERVATIONS IN FORMULATING A REMOTE PROGNOSIS
DURING THE TREATMENT OF ALBUMINURIA OF PREGNANCY.
In this investigation forty-four patients were examined at long intervals after delivery, and upon physical examination they were classified into two groups: Group 1.-Chronic Nephritis, and ? Chronic Nephritis. Group 2.-Not Chronic Nephritis. From this number seven were afterwards omitted, because they gave a history, or had physical signs, which suggested that a chronic renal lesion was present before pregnancy. This leaves thirty-seven cases in which there was no reason to suppose that any renal damage existed before the pregnancy under consideration, and each of these has been placed in one of the two groups. Various clinical observations that were made during the pregnancy have then been compared in the two groups.
DIAGNOSIS AFTER DELIVERY In dealing with such a small number of cases, it is perbaps unwise to draw any conclusions, but while fully realizing the limitations in this direction, even this small number may be useful in giving some idea as to what are the factors upon which we can base a prognosis, during our treatment of a case of albuminuria. The significance of the various clinical observations will now be considered.
OBSERVATIONS DURING PREGNANCY
The Period of Gestation at the Onset of the Disease.-It will be seen that in Group 1, the average period is stated to be thirty-two weeks. It is clear, therefore, that when the albuminuria comes on early, it is much more likely to leave permanent renal damage than when it comes on later. It may be said that the cases in which albuminuria occurred early on were really cases of chronic nephritis from the start, but against this it must be repeated that, so far as is possible, all cases of preexisting renal disease have been excluded from this series.
Duration of the Disease.-The patients in whom there was no permanent damage after delivery, suffered on the average for only three weeks, before pregnancy ended; whereas in the cases in Group 1 the disease lasted, on the average, for five weeks. The difference here is really greater than the figures suggest, since in manv cases of severe albuminuria (from which permanent renal damage would be more likely to result) induction of premature labour was carried out; whereas in the less severe cases it was less frequently performed. This factor would, to some extent, tend to level up the figures in the two groups; but in spite of this there is still a marked difference. The conclusion therefore is that a prolonged albuminuria, whether severe or not, is likely to lead to permanent renal damage.
Age.-The prognosis with regard to permanent damage is much more favourable in younger women; this may, of course, be merely because the younger the patient, the more likely is she to be a primipara; but it is possible that in young women, the kidney is better able to withstand the condition of pregnancy kidney without becoming irreparably damaged.
Parity.-The number of previous pregnancies seems to influence the prognosis very considerably. In the first place, there is a larger proportion of multiparme in the cases which showed chronic nephritis than in those that did not. Secondly, amongst the multiparae, the average number of previous pregnancies was much greater in Group 1 than in Group 2. Perhaps the previous pregnancies, in spite of appearing normal, have in these cases caused gradually increasing renal damage which has not become obvious until (on the average) the sixth pregnancy.
Blood-pressure.-The average highest blood-pressure was greater in Group 1 than in Group 2. To summarize, we may say that the most important signs, before delivery, upon which a remote prognosis can be based in albuminuria of pregnancy, are the bloodpressure and the duration of the albuminuria. In addition to this, it is also evident that the older the patient, and the greater the number of preceding pregnancies, the worse the ultimate prognosis. If the incidence of chronic nephritis is to be lessened in these cases, we must resort to earlier induction of labour; but it is essential, in order to avoid needless interference, to be able to select the cases in which permanent damage is likely to follow a prolonged albuminuria: a consideration of the above series will give some help in deciding this question.
THE INDICATIONS FOR INDUCING LABOUR WITH A VIEW TO AVOIDING
The indications for induction with a view to avoiding eclampsia are well defined, and if, in addition to this, we would avoid at least some cases of chronic nephritis, we must add one other indication, i.e., prolonged albuminuria, whether other signs are present, or not. It is difficult to define exactly the term "prolonged albuminuria," but in any case in which albuminuria persists for three weeks, termination of pregnancy should be seriously considered for that reason alone. In the case of a young woman who had had no previous pregnancies, one would sometimes be inclined to allow the pregnancy to continue for a longer period; in an older woman with several previous pregnancies, for a correspondingly shorter period; but no hard-andfast rules can be laid down, each case must be decided upon by a consideration of the whole clinical picture.
THE PROGNOSIS FOR THE F(ETUS.
There can be only one reason for withholding induction in these cases; and that is based on consideration for the child. Among the twelve cases in Group 1 there were three stillbirths. Among the twenty-five cases in Group 2 there was one stillbirth. It is seen, therefore, that the very cases in which a chronic renal lesion developed were those in which a dead fcetus was likely to result. This should, to a certain extent, dispel any reluctance to induction that may exist: since, in allowing pregnancy to continue, we are exposing the mother to a very real risk of permanent renal damage for the sake of what may be a macerated fcetus.
THE TREATMENT OF PREGNANCY ASSOCIATED WITH CHRONIC NEPHRITIS.
There were, in addition to the -cases considered above, seven cases in which chronic nephritis probably existed before the pregnancy in question. This small number is probably due to the fact that women who are the subjects of well-marked renal disease seldom become pregnant; and, if they do, they usually abort early.
Opinion is unanimous that pregnancy should be terminated in these cases as soon as possible.
THE DANGERS ASSOCIATED WITH THE DIAGNOSIS OF "FUNCTIONAL ALBUMINURIA " IN PREGNANCY. There is one other group of cases which will be considered separately. It is stated that albuminuria during pregnaney may, in some cases, be of no significance, and if so, the diagnosis of "functional albuminuria" is often made. The experience gained at the ante-natal clinic tends to make one sceptical as to the existence of such cases; or, perhaps, it would be better to say that there is no way of telling which cases of albuminuria are entirely without danger. The term " functional albuminuria " has no pathological meaning, and its use can only be justified on clinical grounds, i.e., it is taken to mean that there is no danger immediate or remote to the mother or foetus. As a test for "functional albuminuria" it is said that if the patient is put to bed, the albumin should disappear from the urine. Rest in bed was a routine measure in practically all cases; and yet it was found that in only eleven out of 111 did the albuminuria clear up before delivery. This shows that not more than 10 per cent. of albuminurias belong to this group, even if its existence is recognized.
But there is considerable evidence to show that the group does not exist at all. Of the eleven cases in which the albumin cleared up before delivery two patients became pregnant again at a later date, and of these, one had albuminuria on the second occasion.
There are thirty-one cases in which albuminuria was the only abnormal sign or symptom during pregnancy. Among these patients a subsequent pregnancy occurred in fifteen, of whom thirteen had a recurrent albumiDuria.
Thus, neither rapid response to treatment, nor absence of other signs, in albuminuria of pregnancy, is evidence that the patient is running no danger; and it is much more satisfactory to eliminate " functional albuminuria" from the terminology as having no precise pathological meaning, and as giving rise clinically to a false sense of security.
(The author wishes to thank the Obstetric Surgeons at Guy's Hospital for permission to publish these figures.) Diacus8ion.-Mr. A. CROOK said he considered this paper most important. He could not quite understand the high number of cases in which albumin had been present in more than one pregnancy. In his (the speaker's) series of about 105 cases (not yet published), only about 12 per cent. had had albumin on more than one occasion. Perhaps the cases reported to-night from an ante-natal clinic were partly " weighted," inasmuch as there was a tendency for patients who were not feeling quite well to put in more attendances than those who were carrying their pregnancies satisfactorily, while in his own series practically all the cases were private patients. The statement that albuminuria appearing as early as the second to the fourth month was more likely to be persistent or was due to a chronic nephritis was quite in keeping with his results. With regard to the disappearance of albumin from the urine being taken as an indication of recovery of renal function, the cases reported by J. H. Fisher, who followed some of them up for eight or ten years, showed that though the albumin might quite disappear, the patients died of chronic uremia. His (Mr. Fisher's) work had been on ophthalmic lines, dealing with the retinal hsemorrhages.
Mr. J. M. WYATT wondered if any biochemical examination had been carried out in testing the renal efficiency of the cases examined post-natally.
With regard to treatment, ho was not in full agreement with Mr. Gibberd, as he felt that in a primigravida with a pregnancy kidney it was wiser to terminate the pregnancy early with a view to a complete recovery, than to prolong it with a view to getting a live child and risking the chance of the patient becoming a chronic nephritic; whereas in the patient who already had chronic nephritis one should aim at getting a live child and then point out the risks of further pregnancy and, if the patient wished, sterilization should be carried out.
Biochemical investigations were of great value in these cases, but the work must be done by an expert, and he himself was fortunate in having as a colleague Dr. de Wesselow, who carried out this work for him.
Endometrioma: A Case for Diagnosis.' By L. C. RIVETT, F.R.C.S. THE patient was a woman, aged 30. She is unmarried, but had been living as a married woman for nearly four years. No history of any pregnancies. Her menstrual periods had always been regular, duration about six to seven days, and previously to this only very slight pain for the first day or two.
For the last two years she had complained of a very severe pain which came on on the sixth day after the commencement of the monthly period. It lasted just over a day, and was so severe in character that she had to lie up.
Two months before I saw her dilatation and curettage had been performed for the relief of this pain. The period following was said to be slightly less painful, but the next one was, if anything, worse, and I saw her on the seventh day of that period.
On examination there was a slight dark-coloured sanious disebarge. The vagina just admitted two fingers, and an indefinite polypoid mass could be felt, apparently hanging from the vault of the posterior fornix. There was indefinite resistance in the pouch of Douglas.
iHeld over from account of the meeting of November 18, 1927, in order to include the report from the Pathology Committee.
